predominantly male (50,139 [62.2%]). All modalities of urologic surgery were associated with increased rates of new persistent opioid use at each follow up interval compared to the control sample (p <0.0001). Prevalence of persistent opioid use across the discrete time intervals ranged from 4. 72-5.27%, 5.52-6.54%, 8.20-8.80% and 3.46-3.80% for abdominal, endoscopic, percutaneous, and scrotal/penile/perineal/vaginal procedures, respectively. In the non-operative cohort, rates of new opioid use ranged from 3.26-3.59%. There were no clear trends over time in any group. Preoperative risk factors independently associated with persistent opioid use included tobacco use (OR 1.33; 95% CI 1.24-1.44), substance use disorders (OR 1.36; 95% CI 1.08-1.69), any mental health, substance, or pain-related diagnoses (!3 diagnoses: OR 1.89; 95% CI 1.77-2.01), Charlson comorbidity index (!2: OR 1.29; 95% CI 1.21-1.37), and total initial opioid prescription !300 morphine milligram equivalents (OR 1.35; 95% CI 1.26-1.45).
INTRODUCTION AND OBJECTIVES: Previous work has
identified disconnect between opioid prescribing and utilization. This is particularly relevant for minimally-invasive surgery. However, factors that contribute to differences between patient utilization and surgeon prescribing are less clear. Here, we evaluate post-discharge opioid use after minimally invasive urologic surgery and identify characteristics associated with patient utilization patterns.
METHODS: Patients undergoing minimally invasive prostatectomy (MIP) and minimally invasive nephrectomy (MIN) at three affiliated academic institutions from March 2017 to January 2018 were prospectively identified as part of a larger multi-specialty initiative. Data regarding postoperative prescribing was evaluated. Patients were contacted at 21 to 35 days postoperatively and asked to complete a 29-question survey that included opioid utilization, refills, and pain control perceptions. Opioids were converted to oral morphine equivalents (OME) for comparison. Univariable analysis evaluated the influence of patient demographics, postoperative pain scores, and opioid prescribing on consumption and refill rates.
RESULTS: Nearly all respondents received an opioid after MIN (97/100) and MIP (98/101). For both MIN and MIP, pre-operative opioid use (5.0% vs 12.0%, p[0.07) and discharge OME (both 225 OME; p[0.78) were similar. Median OME consumed was 37.5 and did not significantly differ between MIN and MIP (42.5 vs 30.0; p[.44 ). Among patients receiving opioids at discharge, median percentage of unused opioids was 83.3% (IQR 37.5% -100%) and approximately 32% of respondents did not consume any OME (p[0.96). Patients in the highest quartile of OME consumption (Q4) consumed a median 210 OME compared with a median 22.5 OME for Q1-3. Q4 patients had higher median pain scores at discharge compared with Q1-3 (4 vs 2; p<.01) and were more likely to have a prolonged length of stay, defined as Q4 hospitalization duration (26.5% vs 12.8%; p[.02). Those in Q4 were less likely to report satisfaction with their pain control after discharge (83.7% vs 98.0%; p<.01) and had higher opioid refill rates (22.4% vs 6.0%; p<.01) even though these patients were prescribed more OME on average (299.0 vs 218.1; p<.01).
CONCLUSIONS: Opioid overprescribing is common after minimally-invasive urologic surgery as the vast majority of opioids go unused. Future iterations of clinical prescribing guidelines should consider utilizing patient specific factors such as discharge pain scores to further optimize postoperative opioid prescribing. INTRODUCTION AND OBJECTIVES: Improving communication between doctors and nurses in an outpatient clinical setting has the potential to improve efficiency, quality and patient satisfaction while decreasing costs. The purpose of this study is to evaluate the impact of a two-way radio communication system in the urology outpatient clinic setting, and its effect upon efficiency and patient satisfaction.
METHODS: All members of the urologic clinical team including attending physicians, fellows, clinic nurses and clinic medical assistants (MA) wore two-way radio headsets during typical outpatient clinics. In half of the clinic visits the nurse's and MA's radios were not turned on (controls), while in half the visits all radios were on (experimental setting). Patients and reviewers were blinded to whether the radios were operational. Clinical efficiency was compared during 8 different clinic days over an 8-week period. Primary endpoints included the time from physician completing discharge documents to the patient receiving the discharge paperwork, and the time from physician completing discharge documents to clinic discharge. Secondary outcomes included a subjective questionnaire for patient and staff members regarding the satisfaction with the two-radio system. Statistical analysis was performed using a Mann-Whitney U test, with p<0.05 considered significant. RESULTS: Visit times for 110 patient visits during 8 different urology clinics were compared including 55 with the two-radios on, and 55 visits where the nurse and MA radios were turned off. Use of the twoway radio communication decreased the time between the printing of discharge documents and the patients receiving the documents by 65% (2.3 minutes versus 6.75 minutes respectively; p<0.001). In addition, two-way radio communication resulted in a 57% decrease in total discharge time (3.3 minutes versus 7.8 minutes respectively; p<0.001). 92% of patients felt the doctor 0 s use of the radio did not impact patient communication with the doctor. During the period of radio use, the physician 0 s overall satisfaction ranking rose from 13/15 to 5/15 compared to other physicians in the group. 83% of staff agreed or strongly agreed that two-way radio use improved clinic efficiency.
CONCLUSIONS: Implementation of two-way radio communication in an outpatient clinic setting showed a significant decrease in both patient wait times and total discharge time. This improved clinic efficiency improved patient and staff satisfaction and has the potential to improve quality and reduce costs.
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